Background. Postpartum depression is the most common problem after childbirth. Objectives. To determine the level postpartum depression, quality of life and predict postpartum depression based on the quality of life of women. Material and methods. This was a descriptive cross-sectional study. The research population consisted of women who were reporting to health care centres in Hamadan, Iran, 2 to 4 weeks after delivery. A total of 300 eligible women were selected using the cluster sampling method. The data gathering tool was a questionnaire that consisted of three sections: demographic characteristics, Short Form Health Survey (SF-36) and Edinburgh depression questionnaire. SF-36 was used to measure quality of life, which includes eights dimension. Data was analysed using SPSS version 21. Descriptive statistics, Pearson' correlation and linear multiple regression analysis were used. Results. The mean age was 28.6 ± 5.2 years. The average quality of life scores in individuals were within a moderate level, the highest score was related to physical function, and the lowest score was related to role impairment due to physical health. Postpartum depression was determined in 25% of women, of which 7% had severe depression. Physical functioning (p = 0.32), role impairment due to emotional health (p = 002), energy/fatigue (p = 0.010), emotional well-being (p = 002) and social function (p = 0.002) were significant predictors of postpartum depression. Conclusions. Considering the high rate of postpartum depression, improving quality of life aspects, early diagnosis of postpartum depression and appropriate care for women after childbirth, especially those of a low socio-economic status, are suggested.
Background
Women often experience some level of sadness and depression after childbirth. This is associated with the collapse of hormonal levels after delivery, the responsibility of taking care of the baby, breastfeeding and adopting new maternal roles [1] . Pregnancy and childbirth are associated with many physical and emotional changes in life that can affect women's quality of life [2] . Quality of life is a feeling of goodness, and according to the World Health Organization, quality of life is related to physical, psychological, social, environmental and spiritual aspects [3] . Quality of life as a criterion is important for evaluation of success in healthcare and treatment [4] . Various factors affect the quality of life of women after delivery, including type of delivery, as well as clinical, psychological, social and obstetric factors [5] [6] [7] . Women during childbirth experience a lot of physiological and psychological changes. Thus, they need more attention in this period [8, 9] . The most common disorder in the postpartum period is sadness (blues) and postpartum depression [10] . The severity of the blues is usually mild, but sometimes it remains for more than ten days [11] . Symptoms of this disorder are fear, irritability, drowsiness, disturbance in concentration, headache, isolation and abnormal imagination [12, 13] .
The exact cause of postpartum depression is not known, but it is often attributed to severe hormonal changes immediately after childbirth [14] . The emotional separation of the foetus from the mother and the mother's adaptation to changes in pregnancy may be other reasons for postpartum depression [15] . With the occurrence of childbirth, all of the above is lost, and the mother feels empty. This vulnerability, along with a feeling of insecurity in the role of a new mother, can reduce the confidence of the mother [16] . Postpartum depression reduces the emotional dependence of the mother and infant. It effects a mother's self-esteem, the adaptation of the mother's role, care of the baby and breastfeeding [17, 18] .
Depression also causes behavioural and developmental abnormalities in the child and decreases parental attachment [19] . Depression felt by the mother and father during the postpartum period effects the interactions between the infant and parents [20] . It has been reported that low parental attachment to a child, even during childhood and adolescence periods, is associated with decreased self-efficacy and the self-esteem of the child [21, 22] .
Attention to the physical and mental health of mothers has an important impact on women's health after childbirth [23] . One of the goals of the World Health Organization is to improve maternal health and reduce mortality and morbidity.
According to the organisation's statistics, the highest mortality and morbidity of mothers occur after delivery. Therefore, postpartum care is very essential to evaluate maternal health and the health of the child, delivery complications, the mother-child relationship, breastfeeding, the husband's and wife's support and family planning [24] . Studies have shown that breastfeeding training based on the BASNEF model decreased the intensity of postpartum blues [18, 25] . Interventions for reducing any sleep disorders of mothers after childbirth [26] , increasing physical activity and exercise [27] , aromatherapy after delivery [28, 29] and performing yoga [30] had a positive effect on the reduction of postpartum depression. Self-empowerment affirmation relaxation (Self-EAR) [31] and structured education for the decrease of postpartum blues and depression were also useful [32] . Furthermore, studies have shown that women's health performance after childbirth was affected by their clinical and obstetrical status, socio-demographic status and the perceived barriers when looking for expert help [33, 34] . Screening for postpartum depression and early physical and mental disorders during the postpartum period by health professionals and midwives can minimise the adverse effects of postpartum depression, and this is a cost-effective method to increase the mother-child health status and family relationships [35, 36] . On the other hand, improving the quality of life of mothers during postpartum is a guarantor of the health status of the mother, infant and family.
Objectives
The objectives of this study were to determine the levels of postpartum depression and quality of life in women after childbirth and to predict postpartum depression based on the quality of life among women reporting to health centres in Hamadan, Iran.
Material and methods

Study design
This study was a cross-sectional study.
Participants and sample size
The research population consisted of women who were reporting to health centres for postpartum care in Hamadan, Iran, from October 2016 to May 2017. The inclusion criteria included: Iranian citizenship, having a wanted pregnancy, between 18-40 year of age, childbirth in 2-4 week ago, singleton delivery, normal neonatal weight, having a healthy new-born child, living with their spouse. Excluding criteria included: a history of mental problems, having stress or family problems, hospitalisation of the mother or the baby after childbirth. Considering the previous study, if the type 1 error is 5%, with a standard deviation of 4 and a precision of 0.74, the estimated sample size for this study is 256 people [37] . With the probability of some questionnaires not being fully answered, 300 people were selected.
Sampling method
The sampling method utilised the two-stage cluster sampling method. First, a health care centre was randomly selected in each area of hamadan: north, south, Centre, West and East. The sample was then randomly selected in the five eligible health care centres. Using a random number table, eligible women were randomly selected from the list of households in each centre. Women were telephoned and asked to come to the health care centres for postpartum care. The study was explicitly explained to the mothers, and those who were willing to participate in the study filled out the informed consent form. Approximately 80 women in each health centre were enrolled in the study. The data gathering tool was a questionnaire consisting of three parts: background information, SF-36 questionnaire and Edinburgh postpartum depression scale.
Data collection tool
The data was collected by interviewing the mothers and completing the questionnaire by the researcher. Background information included age, height, weight, employment status, women's education and husbands' education level. The type of delivery, the number of children, the sex of the baby and the health status of the mother and the baby were also asked.
Quality of life of mothers was assessed using the 36-item Short Form Health Survey. Each subscale consists of 2 to 10 items. The 8 subscales of this questionnaire are: Physical Functioning (PF), Role Impairment due to Physical Health (RP), Role Impairment due to Emotional Health (RE), Energy/Fatigue (EF), Emotional Well-being (EW), Social Function (SF), Pain (P) and General Health (GH). In this questionnaire, lower scores represent the lower quality of life and vice versa. Each question has a score between 0 (lowest score) and 100 (highest score). By the aggregation of scores, the score of the individual concerning each subscale was obtained. The validity and reliability of the SF-36 questionnaire in Iran were determined by Bahrami and Bahrami. In 2012, they examined the content validity method for its validity and Cornbrash's alpha coefficient of 0.81 for the reliability [4] . In this study, the reliability of SF-36 was confirmed by Cornbrash's alpha coefficient equal to 0.78.
The Edinburgh Postpartum Depression Scale (EPDS) is a standardised tool for screening postpartum depression in women. This tool determines women's emotions over the past week. The questionnaire consists of 10 questions, and the response ranges between "0" to "3". The sum of the scores determines the overall test score. The borderline of depression in postpartum mothers in the general population is 10, while a severe onset of depression is 14 [38] . The Edinburgh questionnaire in Iran was evaluated by Montazeri et al. and his colleagues, and its validity and reliability were measured. Cronbach's alpha coefficient for reliability was reported to be 0.8 [39] . In this study, the reliability of EPDS was confirmed by Cornbrash's alpha coefficient equal to 0.85.
Ethical consideration
The protocol of this study was approved by the Ethics Com- 
Results
Based on the results in Table 1 , the mean (SD) age of women was 26.8 (6.2) years, and most of them were between 21 to 30
years. Half of the women had graduated. Most of the women were housewives. A little more than half of the participants had a normal delivery. The gender of the infants was 51% male and 49% female. About 90% of mothers had planned or wanted pregnancies. The mean age of the spouses was 34.82 years, with a standard deviation of 6.6 years. Most of them had postgraduate degrees, and 96% were employed. Only 10% of the women reported to be in a good economic situation.
The findings show that the highest mean scores of quality of life dimensions were related to physical function (80.576 ± 24.04891) and social function (65.226 ± 25.09), respectively. While the lowest mean scores were related to role impairment due to physical health (23.928 ± 10.91) and emotional health (38.148 ± 19.79 ). The results show that about 25% of women reported a degree of postpartum depression, of which 16% had mild depression (10 < score < 14) and 7% had severe depression (score > 14) after childbirth.
According to Table 2 , there is a significant and inverse correlation between postpartum depression with physical function (p < 0.001), emotional well-being (p < 0.001), social function (p < 0.001) and general health (p < 0.001). There is also a significant and positive correlation between postpartum depression and role impairment due to physical health (p < 0.001) and role impairment due to emotional health (p < 0.001). There was no significant correlation between energy/fatigue and pain with PPd (p > 0.05).
In the linear regression analysis using the stepwise method (Table 3) , demographic variables such as the age of the mother, education, occupation, the method of delivery and subscales of quality of life dimensions were included. Of these independent variables, only the dimensions of quality of life were predictors of postpartum depression. This model was an acceptable model for predicting the effect of independent variables on postpartum depression, with a predictive value of about 29%. In this model, emotional well-being (Beta = -3.206, p = 0.002), social function (Beta = -3.128, p = 0.002) and role impairment due to emotional health (Beta = 3.110, p = 0.002), energy/fatigue (Beta = 2.600, p = 0.010) and physical function (Beta = -2.160, p = 0.032) were predicators of postpartum depression. 
Discussion
The results showed that 25% of the women experienced postpartum depression. The prevalence of depression in different countries ranged from 10% to 30% [40, 41] . The prevalence of postpartum depression was reported as 33.7% in Zahedan, Iran [42] , 40% in the United States [43] and 45% in Kuwait [44] . Differences in the rate of depression can be attributed to the difference in data collection tools, questionnaires, family support and lifestyle in different areas. Even one in four women could get postpartum depression (PPD) after delivery, and the results of research on 100 married adult women aged 21 to 40 years showed that only about half of them knew about PPD. The largest causes of PPD, in their view, were little support from family and friends (7%), anxiety about the new-born child (6%), history of depression (2%), marital issues (3%), financial problems (3%), lack of relaxation (8%) and thinking that it may be due to a combination of all factors (72%) [2] . This shows the need for education and screening programmes to promote women's awareness about postpartum depression in developing countries.
In this study, there was no association between the occurrence of PPD with obstetrical complication and method of delivery. In contrast, the findings of a cohort study performed on primiparous women of a large Danish population showed that hyperemesis-gravidarum, hypertension, pre-eclampsia, and caesarean section were associated with increased risk of PPD [7] . Similarly, a study on women in rural Indian revealed that vaginal delivery (even with an episiotomy) was associated with higher postpartum quality of life (QoL) than caesarean delivery [45] . Differences between the results of the current study and other studies may be due to the number of samples, area of study, study design and tools of data collection.
The findings of this study indicated that most domains of quality of life were at moderate levels. The highest mean scores of quality of life dimensions were related to physical and social function, while emotional health was the lowest. Similarly, in the study of Bahrami and Bahrami, physical performance and emotional health were the highest and lowest scores, respectively [4] . In addition, postpartum depression has a negative effect on women's emotional and cognitive ability to bond with her child and family. Therefore, the child is at greater risk of developmental disorders [46] . Negative associations were found between mothers' postpartum depression and the physical health, cognitive development and language development of their children [47] .
In the current research, the findings showed a significant relationship between postpartum depression and the subscales of quality of life. Similar results were reported in previous studies. A study in Turkey showed a negative relationship between depression and quality of life of mothers (p < 0.05). As mothers' depression scores decreased, their quality of life scores increased. Postpartum depression was associated with women's education level, and quality of life was associated with the parity of mothers [15] . Another study in Iran showed that there were significant differences in the quality of life dimensions between postpartum depressed and non-depressed women. From the 4 th to 16 th week of postpartum, depressed women scored lower on all quality of life dimensions compared to non-depressed women [48] . Da Costa et al. conducted a study to assess quality of life among women with postpartum depression. They examined the relationship between the severity of depression symptoms and the level of physical and mental impairment. The results showed that depressed women had lower scores of QoL, especially in physical health, compared to non-depressed women. After controlling the severity of depression, factors such as the occurrence of complications of pregnancy, caesarean delivery, poor sleep quality, life stress and low social support were associated with postpartum depression [49] . Similar results were reported by other studies in other countries [6, 7] . A study in Kuwait revealed a reverse relationship between PPD and women's quality of life (in terms of physical and psychological health). Negative relationship was found between PPD and the total score of quality of life (B = -1.35), physical health (B = -1. 23) and mental health (B = -1.46) [44] . Zubaran and Foresti performed a study in Brazil to investigate the relationship between postpartum depression and quality of life. The results showed that socio-economic status and quality of life significantly affected the symptoms of depression. These findings suggest that a low socio-economic status and quality of life can have an effect on postpartum depression. The results also emphasise the importance of psychosocial risk factors in postpartum depression [50] . Feki et al. conducted a study to determine the effect of delivery experiences and quality of life on postpartum depression in women. The results showed that the prevalence of postpartum depression was 14.7% and 19.8% in the 1 st and 6 th week after delivery, respectively. Quality of life scores were significantly lower in depressed women compared to non-depressed women [51] . due to the changes in postpartum women, it is suggested that family members, especially spouses and care providers, support mothers to strengthen their quality of life and prevent postpartum depression. Thus, PPD screening during routine postnatal care and improving the emotional and social health of women beyond their physical health are important to promote women's quality of life.
Limitations of the study
Due to the limited number of participants, it is not possible to generalize the data to the whole of community. Therefore, future studies with a larger sample size are suggested. The nutritional status, length of labour, use of oxytocin during labour, obstetrical complication, sleeping status and physical activity were not evaluated due to lack of accurate information. The recall biases of women could also reduce the accuracy of their responses.
Conclusions
In this research, about one in four women had postpartum depression, and the level of their quality of life was at a moderate level. Results showed postpartum depression could be predicted by mothers' quality of life. Thus, women need physiological, psychological and social support during pregnancy and after delivery from their spouse, family and health providers. On the other hand, early diagnosis of postpartum depression could decrease the consequences of mothers' depression, decrease the attachment between mother and child and improve family function. It is suggested that efforts be taken to increase the emotional heath of the mothers to promote their quality of life and decrease the risk of postpartum depression.
